






KĐƵůŽƉůĂƐƟĐ��ǇĞ�^ƵƌŐĞŽŶƐ�ŽĨ�WŚŽĞŶŝǆ 
EĂŵĞ ,ƚ͗ tƚ͗ �ŐĞ͗ 

D��/��>�,/^dKZz�,ĂǀĞ�ǇŽƵ�ŚĂĚ͕�Žƌ�ĚŽ�ǇŽƵ�ĐƵƌƌĞŶƚůǇ�ŚĂǀĞ�
ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ͍ 

KĐƵůĂƌ͗  
�ƌǇ��ǇĞ     ☐zĞƐ ☐EŽ� 
�ĂƚĂƌĂĐƚƐ    ☐zĞƐ ☐EŽ 

'ůĂƵĐŽŵĂ    ☐zĞƐ ☐EŽ� 
DĂĐƵůĂƌ��ĞŐĞŶĞƌĂƟŽŶ   ☐zĞƐ ☐EŽ� 
ZĞƟŶĂů��ĞƚĂĐŚŵĞŶƚ   ☐zĞƐ ☐EŽ� 
 
�ĂƌĚŝŽǀĂƐĐƵůĂƌ͗ 
,ĞĂƌƚ�^ƵƌŐĞƌǇ    ☐zĞƐ ☐EŽ� 
,ĞĂƌƚ��ƩĂĐŬ    ☐zĞƐ ☐EŽ� 
�ŚĞƐƚ�WĂŝŶ    ☐zĞƐ ☐EŽ� 
,ĞĂƌƚ�ĚŝƐĞĂƐĞ    ☐zĞƐ ☐EŽ� 
�ďŶŽƌŵĂů�ZŚǇƚŚŵ   ☐zĞƐ ☐EŽ 

WĂĐĞŵĂŬĞƌ�Žƌ��ĞĮďƌŝůůĂƚŽƌ   ☐zĞƐ ☐EŽ� 
ZĂƚĞ�ƐĞƚ�Ăƚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
,ŝŐŚ��ůŽŽĚ�WƌĞƐƐƵƌĞ   ☐zĞƐ ☐EŽ� 
�ŽŶŐĞƐƟǀĞ�,ĞĂƌƚ�&ĂŝůƵƌĞ   ☐zĞƐ ☐EŽ� 
�Ž�ǇŽƵ��ǆĞƌĐŝƐĞ͍    ☐zĞƐ ☐EŽ� 
/Ĩ�͞zĞƐ͕͟�ǁŚĂƚ�ĂŶĚ�ŚŽǁ�ŽŌĞŶ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
 
>ƵŶŐ͗ 
�ƐƚŚŵĂ     ☐zĞƐ ☐EŽ� 
�ƌŽŶĐŚŝƟƐ    ☐zĞƐ ☐EŽ� 
�ŵƉŚǇƐĞŵĂͬ�KW�   ☐zĞƐ ☐EŽ� 
WŶĞƵŵŽŶŝĂ 
^ŚŽƌƚŶĞƐƐ�ŽĨ��ƌĞĂƚŚ   ☐zĞƐ ☐EŽ� 
/Ĩ�ǇĞƐ͕�ǁŚĞŶ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

 
^ǇƐƚĞŵŝĐ͗ 
<ŝĚŶĞǇ�WƌŽďůĞŵƐ    ☐zĞƐ ☐EŽ� 
>ŝǀĞƌ�WƌŽďůĞŵ�ŽĨ��ŝƌƌŚŽƐŝƐ   ☐zĞƐ ☐EŽ� 
,ĞƉĂƟƟƐ    ☐zĞƐ ☐EŽ� 
�ĐŝĚ�ZĞŇƵǆ�Žƌ�'�Z�   ☐zĞƐ ☐EŽ� 
 
�ŶĚŽĐƌŝŶĞ͗ 
�ŝĂďĞƚĞƐ     ☐zĞƐ ☐EŽ� 
dŚǇƌŽŝĚ     ☐zĞƐ ☐EŽ� 
�ůŽŽĚ��ŝƐĞĂƐĞ    ☐zĞƐ ☐EŽ� 
/Ĩ�͞zĞƐ͕͟�tŚĂƚ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
�ƌƚŚƌŝƟƐ     ☐zĞƐ ☐EŽ� 
�ƵƚŽŝŵŵƵŶĞ��ŝƐŽƌĚĞƌ   ☐zĞƐ ☐EŽ� 
,/sͬ�/�^    ☐zĞƐ ☐EŽ� 
�ĂŶĐĞƌ     ☐zĞƐ ☐EŽ� 
/Ĩ�͞zĞƐ͟�ǁŚĂƚ�dǇƉĞ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
 
EĞƵƌŽůŽŐŝĐĂů͗ 
d/�͕�tŚĞŶ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ☐zĞƐ ☐EŽ� 
^ƚƌŽŬĞ͕�tŚĞŶ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ☐zĞƐ ☐EŽ� 
^ĞŝǌƵƌĞƐ͕�tŚĞŶ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ☐zĞƐ ☐EŽ� 
^ůĞĞƉ��ƉŶĞĂ    ☐zĞƐ ☐EŽ 
 
WĂƐƚ��ǇĞ�^ƵƌŐĞƌŝĞƐ͗�>ŝƐƚ�Ăůů�ĞǇĞ�ƐƵƌŐĞƌŝĞƐ�ĂŶĚ�ĚĂƚĞƐ͘� 
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

^ŽĐŝĂů�,ŝƐƚŽƌǇ͗ 
�Ž�ǇŽƵ�^ŵŽŬĞ͍    ☐zĞƐ ☐EŽ 
WĂĐŬͬ�ĂǇͺͺͺͺͺͺͺͺzĞĂƌƐ͍ͺͺͺͺͺͺͺͺͺͺ 
�Ž�ǇŽƵ�ĐŽŶƐƵŵĞ�ĂůĐŽŚŽů͍   ☐zĞƐ ☐EŽ 
,Žǁ�ŵƵĐŚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,Žǁ�ŽŌĞŶ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
ZĞĐƌĞĂƟŽŶĂů�ĚƌƵŐ�ƵƐĞ͍   ☐zĞƐ ☐EŽ 
EĂŵĞ�ŽĨ�ĚƌƵŐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
 
KƚŚĞƌ͗ 
^ĞŶƐŝƟǀĞ�ƚŽ�/ŽĚŝŶĞͬƚĂƉĞͬůĂƚĞǆ͍  ☐zĞƐ ☐EŽ 
/&�͞zĞƐ͟�ĚŽ�ǇŽƵ�ŐĞƚ�ƐŬŝŶ�ƌĂƐŚ�Žƌ�ŚŝǀĞƐ͍�ͺͺͺͺͺͺͺͺͺ 
tŚĞĞǌŝŶŐ�Žƌ�ƚƌŽƵďůĞ�ďƌĞĂƟŶŐ͍  ☐zĞƐ ☐EŽ 

�ŶǇ�ƉƌŽďůĞŵƐ�ǁŝƚŚ�ĂŶĞƐƚŚĞƐŝĂ͍  ☐zĞƐ ☐EŽ 
tŚĂƚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
 
 

WĂƐƚ�ƐƵƌŐĞƌŝĞƐ͗�>ŝƐƚ�Ăůů�ŽƚŚĞƌ�ƉĂƐƚ�ƐƵƌŐĞƌŝĞƐ�ĂŶĚ�ĚĂƚĞƐ͘� 
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
 
DĞĚŝĐĂƟŽŶƐ͗�>ŝƐƚ�Ăůů�DĞĚŝĐĂƟŽŶƐ 
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
�ůůĞƌŐŝĞƐ͗�>ŝƐƚ�Ăůů�ĂůůĞƌŐŝĞƐ͘�/Ĩ�ǇŽƵ�ŚĂǀĞ�ŶŽ�ĂůůĞƌŐŝĞƐ͕�ǁƌŝƚĞ�͞EŽŶĞ͘͟ 
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
/Ɛ�ƚŚĞƌĞ�ĂŶǇƚŚŝŶŐ�ĞůƐĞ�ǁĞ�ƐŚŽƵůĚ�ŬŶŽǁ�ĂďŽƵƚ͍ 
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 









 
 

Oculoplastic Eye Surgeons of Phoenix, P.L.C. Ste C102, Peoria, AZ 85381 
 

Authorization for Use and Disclosure of Protected Health Information 
 

Oculoplastic Eye Surgeons of Phoenix, P.L.C. (the “Practice”) 

Authorization: 

By my signature below, I affirm, as a patient of the Practice named above OR as the parent or legal 
guardian of a minor child that is a patient of the Practice named above (the “Patient”), that I authorize 
the Practice: (i) to capture photographic or video images of the Patient (the “Images”); (ii) to reproduce, 
use, and disclose the Images, with or without the Patient’s name; (iii) to publicize the fact that medical 
services were provided to the Patient; (iv) to reproduce and publish any testimonials the Patient provides 
regarding the Practice (collectively referred to herein as the “Information”); and (v) to secure copyright 
registration for any materials that incorporate the Information, at the election and sole expense of the 
Practice. The authorization is given to the Practice listed above, for disclosures to any persons, without 
limitation, who may view the Information in printed or digital form in promotional materials including 
social media or Internet sites. 

I understand that once my photographs or images become part of a motion picture, videotape, video 
disc, or other electronic recording that I will not be able to revoke this authorization and that they will 
become a permanent part of the Oculoplastic Eye Surgeons of Phoenix website which includes, but is 
not limited to www.eyelidsphoenix.com. Oculoplastic Eye Surgeons of Phoenix cannot retract 
broadcasting or other disclosures that have already occurred. 

Additional Information 

The purpose of this authorization is to permit the Information, including Images, to be used for marketing 
of the Practice, and I explicitly consent to the use of Information for advertising and marketing activities 
to promote the Practice on social media. I acknowledge and agree that no compensation will be provided 
for the use of the Information. 

I understand that I am under no obligation to participate in the Program and am not required to sign this 
form. I further understand that Oculoplastic Eye Surgeons of Phoenix may not condition my treatment, 
payment, or enrollment, or eligibility for benefits based on whether I sign this Authorization. 

I release Oculoplastic Eye Surgeons of Phoenix, its agents, employees, licensees, and assigns from and 
against any and all claims and liability which I have or may have against Oculoplastic Eye Surgeons of 
Phoenix for disclosure of confidential information, invasion of privacy, defamation, or any other cause of 
action arising out of production, distribution, broadcast, or exhibition of my photographs.  

If Patient is signing on his or her own behalf, this authorization expires when the Patient informs the 
Practice that he or she is no longer a patient of the Practice.  If Patient is signing on behalf of a minor child, 
this authorization expires when the Patient reaches the age of majority, but the authorization remains 
valid for protected health information already used or disclosed until revoked by the Patient who has 
attained majority.  However, I understand that protected health information already used or disclosed 
prior to any revocation may no longer be protected.  I understand that I may revoke this authorization at 



 
 

Oculoplastic Eye Surgeons of Phoenix, P.L.C. Ste C102, Peoria, AZ 85381 
 

any time by notifying the Practice in writing, but that revocation will only affect uses and disclosures 
initiated after the date notice is received by the Practice.  Upon receipt of the notice of revocation, the 
Practice will make reasonable efforts to remove protected health information from social media platforms 
over which it has control but cannot guarantee removal from all sites.  I understand and explicitly 
acknowledge that the Internet allows for wide sharing and forwarding of information, and that the 
Practice cannot control all re-disclosure of information. 

 

I fully understand and accept the terms of this Authorization. I have read this Authorization and 
understand what information may will be used and disclosed, who may use and disclose the 
information, and the recipient(s) of that information. I acknowledge Oculoplastic Eye Surgeons of 
Phoenix has answered all my questions to my satisfaction and that I am entitled to receive a copy of this 
Authorization. 

 

 

Signature of Patient/Legal Representative     Date 

 

 

 

Witness          Date 

 


